Many Turkish people migrated to Germany between 1955 and 1975. This study was carried out in Göttingen, Germany. Fifty Turkish people (described as patients) were asked about the care they had received from German health care personnel, and 50 German nurses and 50 German physiotherapists were questioned about care they had given to Turkish patients. Significant findings were the needs of the Turkish patients for good communication, physical contact and understanding of their culture-based expressions of illness. The German nurses and physiotherapists expressed the need for language barriers to be minimized and for education in the specific culture of Turkish patients. Our findings are discussed from an ethical viewpoint. The International Council of Nurses' code of ethics is used to guide the ethical debate about the findings within the context of transcultural and multicultural care. Suggestions for better transcultural health care paradigms are made for relating to patients from different cultures when patients and care providers have little understanding of each other's needs and expectations.
Introduction
People from Italy, Spain, Turkey and the former Yugoslavia flocked to Germany in great numbers as 'guest workers' between approximately 1955 and 1973. Immigrants from various countries now constitute 9% of the total German population.
1 People who migrate bring with them cultures and beliefs about health, sickness and medical care that may be unfamiliar to local health care providers. Cultural differences influence these patients' preferences about care in ways that providers may consider inappropriate or even dangerous. Persons from cultural traditions differing from the prevailing culture may view medical practices as strange. 2 In both cases, providers will be faced with the problem of building an ethos that is acceptable for patients and obligatory for providers.
The International Council of Nurses (ICN) stipulates in the preamble of its Code of ethics for nurses that:
Inherent in nursing is respect for human rights, including cultural rights, the right to life and choice, to dignity and to be treated with respect. Nursing care is respectful of and unrestricted by considerations of age, colour, creed, culture, disability or illness, gender, sexual orientation, nationality, politics or social status. 3 Thus it is very clear that culturally relevant care is at the heart of all nursing care. In order to understand ethically adequate transcultural care it is necessary to have good knowledge of illnesses and what they mean to people. Given that the patient-health care personnel relationship is extremely important in helping patients to cope with illness and comply with treatment, an awareness of patients' needs is also necessary for culturally appropriate actions and responses.
Conceptions of illness
The meanings of health, illness and disease are not necessarily clearly defined in all cultures because these meanings are part of everyday life. Without discussion to bring these concepts to patients' conscious level they are often difficult to compare transculturally. One person may feel healthy given certain factors; another might feel ill.
Diseases are considered as value-laden concepts 4 and Klein 5 argued that illness and health status are not concepts restricted by medical care; they are also social phenomena. According to Klein there are two proposals for the aetiology of diseases: (1) diseases related to culture; and (2) diseases related to personal conflict.
Various causes of disease are proposed in different cultures. 6 For example, German people generally believe that heart disease and cancer have both bodily and spiritual causes. 6 Spanish people living in Spain believe that these diseases occur only because of bodily reasons. 6 They do not like to talk about illness and death because these are taboo topics. Historically, they were not informed about causes of disease and many people believed that cancer came from God as a punishment and that nothing could be done to cure it. 6 Most German people believe that cancer is a tumour in the body that needs intervention and a heart infarct is malfunctioning of the heart, also requiring treatment. Spanish people living in Spain believe that cancer is rarely cured. 6 Kuhn 6 emphasizes that Turkish people living in Germany often complain about headaches, gastrointestinal discomfort and some psychosomatic disorders. In these situations, communication problems may play an important role and the exaggerated expression of pain, which is a subjective and culturally-specific issue, may lead to a wrong diagnosis.
As a result of cultural variation the orientation of ethical care requires different components. Health care personnel should be aware of, or gain skills to understand, such variation in beliefs about illness. Upvall and Bost 7 propose that the skills level required for nursing vulnerable populations should be addressed in undergraduate nursing education.
Relationships between health professionals and patients are changing in all societies as more voice is given to patients. Transitions in decision making and informed consent are taking place in many societies. Telling 'the truth' to oncology patients differs widely and, according to Macer, 8 this topic is negotiable in different parts of the world. Other matters, such as chronic disease, brain death or coma, and pain treatment are found to have different approaches on cross-cultural grounds. Every disease has a different aetiopathogenetic story and treatment protocol according to culture. In principle, these are related to a person's learned information and remain more permanently part of personal experience. Disease is also related to personal conflict. If there is a personal stigma about a disease and a conventional cultural idea, and if these manifest themselves, then conflict starts to shape the disease.
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Responsibility
The ICN Code describes the four fundamental responsibilities of nurses as: promoting health, preventing illness, restoring health and alleviating suffering.
3 These responsibilities cover all aspects of care and cannot be restricted only to what is known and understood. The understanding of ethics will always be expressed in situations where boundaries are not clear, hence the need for professional responsibility rather than simply acting on the basis of protocols. Ethical responsibility includes, therefore, a certain curiosity, a desire to understand a person or situation better, and the capacity to push out a personal boundary of understanding on the part of nurses, and thus enlarge the 'space' or personality of patients. Cultural and ethical care is therefore both subjective and objective, with the one aim of putting the diverse responsibilities outlined into practice. As culture is learned, shared, dynamic and able to adapt to specific conditions, 9 so is ethical care. Professional and generic care practices need to fit together 8 to aid patient recovery, health and well-being; if this is not the case, patients, families, nurses and whole communities may suffer stress and dissonance. The four responsibilities indicate that culturally-based care is also congruent with the values, beliefs and traditions of individuals, families and the communities in which they live and work.
Historically, nursing has moved from a view of cultural sensitivity focused on awareness to one of cultural competence stressing behaviour. Cultural and ethical competence occurs on affective, cognitive and behavioural levels and self-awareness is a critical indicator of good practice.
Coping and compliance in illness
To assist recovery from an illness, health professionals need to understand and use patients' definition of their illness while at the same time helping them to comply with the treatment. According to one German hospital nurse, 10 a great proportion of nurses' problems when working with foreign patients is due to lack of knowledge regarding culturally determined ideas of health and illness, and insufficient adaptation of these patients to German culture and hospitals. One source of these problems was shown to be an inadequate appreciation of other ethnic groups on the part of nursing staff, which led to attitudes characterized by prejudice, stereotyping, utterances and behaviours coloured by cultural chauvinism and the assignment of guilt to foreign patients. These attitudes inevitably led to reduced levels of care characterized by negative reporting about foreign patients. The nurses kept their distance and did not encourage the use of patients' own resources, which resulted directly in patients coping less well with their disease and reduced compliance with their treatment.
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Living in a foreign country with a different lifestyle and orientation is a multifactorial challenge for immigrants. In a study carried out in Germany concerning transcultural paediatrics, 11 families from Turkey and the Middle East whose children had phenylketonuria had considerable difficulty in coping with the diagnosis and treatment. A proposed basis for systematic improvement in the ethical care of patients from immigrant families suggested that:
• When there are language barriers, professional interpreters should be used.
• The family should be accompanied by social workers with appropriate sociocultural competence.
• Treatment contracts that clearly establish the limits and duties of both patients and caregivers should be introduced.
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Jonsen et al. 2 cited the American case of baby Monica, born with major myelodysplasia. She had three siblings, one of whom had a neural tube defect, a hydrocephalus with a shunt, and slight learning difficulties. The parents were devoted to his care and were fearful that the other two children could suffer from the attention now given to Monica. The family wished Monica's medical interventions to be stopped, which the care providers found disturbing. The parents were described as 'mountain people' whose life style and appearance were quite foreign to the staff of the distant medical centre they attended. Appearances may be deceptive, and medical staff may underestimate the intelligence, care and achievements of parents acting in their children's best interests.
Values, prejudices and discrimination
The plurality of values is considered to be a constitutive feature of modern societies. In all societies, transcultural patient-physician relationships are part of daily medical practice. Culturally determined value systems are crucial for understanding the perception of notions such as 'health' and 'illness', and lead to fundamental differences in assessing medical interventions and therapeutic objectives. Banja 12 proposed that cultural differences between physicians and patients were correlated with the complexity of medical ethical conflicts. This can be seen in relationships between Muslim patients and non-Muslim physicians in the German health care system. Different values create central issues such as prejudice and discrimination against dissimilar cultural habits, a sense of shame, and conflict over religious duties, which can result in serious ethical dilemmas in medical practice.
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Sample and method
Our research questions were: What are the problems faced by Turkish immigrants and German health care personnel in transcultural care? and, Do these problems reflect any ethical implications?
We distributed questionnaires to Turkish people who had lived for more than 10 years in Germany, and to health care personnel who were native German and had more than 10 years' professional experience. This was a small study of 150 participants: 50 Turkish patients, 50 German nurses and 50 German physiotherapists.
The participants were randomly selected. We selected Turkish people in Turkish clubs, Turkish shopping centres, mosques and education centres. They were asked if they had lived for more than 10 years in Germany and had ever been treated by native German health care personnel. If they met these inclusion criteria by answering in the affirmative to both questions and volunteered to answer our questionnaire, they were recruited for the study. Some of the Turkish participants had chronic diseases, while others had experienced periods of acute illness. None had an acute illness at the time of study. As all these participants had experienced an illness, we refer to them as 'patients'.
For the health care personnel participants, long-serving nurses and physiotherapists were chosen randomly because of their experience with patients. They were recruited by the authors either on the basis of past or present acquaintance or by approaching potential participants outside any of three health institutions. They were asked if they had health care experience of 10 years or more in their profession and whether they had ever taken care of Turkish patients. If they met these criteria and agreed to take part, they were asked to fill in the questionnaire.
The participants were asked to answer an investigator-developed questionnaire containing three forced-choice and two open-ended questions. Five questions were asked of all participants concerning the concepts of communication, being informed, being understood, cultural and religious issues and habits, proper care, respect, education, compassion, empathy, fidelity, dignity, ongoing communication and freedom from stigmatization. The open-ended questions were designed to give the opportunity to make further ethical comments that could not be covered in the other questions and to justify the yes/no answers as a means of preventing bias. The questionnaires were filled in on the spot. Some participants engaged in conversation with the researchers or were helped by them if there were language problems.
This was a small-scale qualitative research project. The data are presented as simple frequency counts and percentages. Yes/no responses to questions 2, 3, and 4 below, and comments emphasized by more than 50% of the health care personnel or patients for questions 1 and 5 are also presented.
The questions were designed to address both positive and negative attitudes between patients and health care personnel and the ethical implications in transcultural health care services.
The questions (in English translation and addressed to health care personnel/Turkish patient participants) were: 1) What are the major problems when taking care of Turkish patients/when being taken care of by German health care personnel? 2) Do you often want to transfer Turkish patients to a colleague/wish to be transferred to different health care personnel? 3) Are there cultural, religious and communication differences when taking care of Turkish patients/when being taken care of by German health care personnel? 4) Do you believe that an education programme would be useful for taking care of Turkish patients/for German health care personnel? 5) Do you have further suggestions concerning health care for Turkish patients/for
German health care personnel caring for Turkish patients?
We gathered no identity details from the people we asked to take part in our study. The only criteria were that the patients had lived in Germany for at least 10 years and had been treated by German health care personnel, or that the nurses and physiotherapists had at least 10 years' professional experience and had treated Turkish patients (i.e. that they had experience of the problems). For this type of research we did not require ethical clearance.
Findings
All the participants replied to the entire questionnaire ( Table 1 ). The answers addressed a range of ethical problems and recommendations relevant to the participants'
status. The open-ended questions justified the yes/no answers.
Concepts about nursing practice, such as the need for good communication, affection, truth telling, coping, compliance with treatment, and the ethical foundations of nursing were reflected in the expressions and needs of the patient group. These are professional concepts of advanced and current institutionalized nursing practice. For the patients, caring more than curing, even in today's technological world, appeared to be an essential need. The most common problem for both patients (100%) and health care personnel (95%) was poor communication because of language barriers. Out of the 50 patients who mentioned that the language barrier was a major problem, 30 said that they were able to communicate directly while 20 relied on a translator.
In their replies to question 2 (if the Turkish patients wanted to change to a different health carer or the health care participants wanted to transfer Turkish patients to a colleague) a majority of the patients said that they did not want to change carers, while most of the physiotherapists (90%) and some of the nurses (44%) wanted to transfer Turkish patients to another colleague.
Sixty per cent of the nurses believed that an education programme would be helpful, but the other 40% claimed that education would not help because the problems were relevant to the nurses' personality and would not benefit from educational intervention. They commented on the personalities of nurses in other countries, even though they did not know nurses or conditions in those countries. Seventy per cent said that it is important for nurses to have empathy and compassion to accept foreign patients as individuals deserving of respect. They advised sincerity and openness to different cultural values. The nurses stressed the importance of being sensitive to these patients.
Seventy per cent of the physiotherapists believed that training would help, but not a long training program; 80% of the nurses were also in favour of training. Almost all the physiotherapists (96%) emphasized the importance of empathy, accepting a patient as an individual deserving of respect and compassion. Seventy per cent of the patients declared that health care personnel should have empathy and compassion and 84% mentioned that health care personnel needed training about the different values and habits of foreign patients.
Discussion
We discuss the ethical aspects of our findings. The main significance of the findings is that, when Turkish people who have lived in Germany for a long time become sick they still require good communication, emotional support, compassion, understanding, satisfactory information sharing, and respect for their values and personal habits.
Language barriers
We observed that the Turkish patients liked to be greeted, expected affection by touching and liked to have a lot of visitors. Schilder's study, carried out in Germany, 14 showed that Turkish patients primarily expect compassion and consideration from health care personnel. They like their relatives' companionship day and night, which is rarely possible in Germany. Ninety per cent of the nurses mentioned that the language barrier is a major problem. Schilder 14 also reported that there are communication problems between Turkish patients and nurses in Germany as a result of the language barrier; but that communication also depends on cultural harmony, and disharmony plays a major role and may be more critical than the language problem. We observed that the same concerns were expressed by the health care personnel in our study. It was reported by Becker et al. 15 that some Turkish patients were given wrong treatments or interventions. Language differences generate ethical dilemmas in cross-cultural nursing. The nature of communication between people from different cultural groups is a complex phenomenon because communication, even in a shared language, can be hindered by the ambiguity of words that carry multiple meanings. Not all cultural misunderstandings result from language barriers, but there is a close relationship between culture, health and communication. Effective communication between patients and health care providers is an important element in quality health care. In challenging health care environments, health care providers need the skills to explore the meaning of illness, determine patients' social and family contexts, and provide patient-centred and culturally competent care as an aspect of ethical responsibility.
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Empathy
Sairanen 18 considered that ethics plays a major role in transcultural care. In our study, nurses, patients and physiotherapists made comments relating to ethical issues such as empathy, respect, being informed, and the need for appropriate education. The percentage responses by physiotherapists and nurses varied for some questions, which could be due to differences in their tasks. When long-term rehabilitation is concerned, different habits, cultural properties and expectations may dominate the process, as is the case for physiotherapists.
Expectations
The psychosocial meaning of health may change according to individuals' social contacts, and managed care systems will influence patient care through institutional strategies, financial costs, and multinational and multicultural health care personnel. Without the immigration of personnel, many countries' health care systems would not be able to function. If immigrants are accepted only partially by the host community, this produces a major reason for dissonance. 19 Turkish immigrant women (with poor German language skills) who are not well assimilated into the country may complain about aching for years. If they realize, however, that they are not understood, then their complaints may increase. Nurses in particular may tell patients not to exaggerate the situation, which can have a very negative impact on the symptoms. Unfamiliarity with the customs of others may lead health care providers to question the mental capacity of patients. Expectations may change dramatically. The ethical response to a genuine conflict of expectations is always dependent on the circumstances of the case.
Training and education
When we compare the responses of the participants in our study, the patients seemed to feel that they are sometimes discriminated against and that better communication on both sides is required. On the whole they seemed to be happy with the treatment they received, although their major complaint was the language barrier. They expected compassion and being visited by relatives. The nurses' responses appeared to fall into two groups, but these were not radically different. Language was a problem for them but culturally unique habits also played an important role. They strongly believed in either education or empathy and respect. However, the physiotherapists were more radical in their responses. They evaluated cultural and religious differences as more important than did the patients and nurses. They claimed most often that they experience a need to transfer patients to colleagues who may be able to deal with them better. They claimed that patients should also be trained. Training programmes could be evaluated as a consensus topic for all three groups.
Existing beliefs and new information
The patients in our study preferred to be accompanied by relatives or to use only people they know as translators. Other studies mention as a starting point any kind of service that eases the expectations of its users and helps patients to make sense of different perspectives of illness and healing. Previously published studies on older South Asian patients and care providers, 20 Turkish immigrant women requiring health care in Stockholm, 21 the London-based Greek Cypriot community, 22 health care to native Americans, 23 a suburban Hispanic community in Illinois, 24 and health beliefs in Haitian children, 25 all point to the need to incorporate existing beliefs and present new information in a culturally and ethically relevant framework, and to seek out and manage areas of conflict between organizational values and individuals' culture.
Ethics of care in global terms
The findings of our study seem to point to ethical issues that would normally be judged as part of an ethic of care, which here need to be considered in a global context. Increasingly, people of different religions and cultures live in the same society. This tends to create conflict, not least in health care systems. Ilkilic emphasized that confrontation between Turkish Muslim patients and the German health care system is such an example and proposed that these conflicts could be discussed by considering the ongoing biomedical ethics debate on universalism versus relativism.
13, 26 Lützén questioned the idea of universalism because ethics is an interpersonal activity that is set in a specific context, and nursing practice must include thoughtful reflection on the meaning of moral concepts and principles in terms of culture. 27 When we compare the ethical issues in our findings with the above authors, they share a questioning of universalism when considering transcultural ethical issues. Ethical actions concern truth telling, information giving and receiving, and safeguarding individuals and the environment of care, which cannot be treated in a routine way because cultural differences could be detrimental to patients and families. Cultural beliefs affect how health care professionals and consumers interpret health, illness and disability, 12 and if culture distinguishes how we engage with the world, then rehabilitation after illness addresses the form of that engagement in its physical, behavioural and/or cognitive manifestations. The comments made by health care personnel in this study may indicate that patients are not manageable because of their desire for affection, warm relationships and communication.
An ethic of care is intimately concerned with respect, reciprocity and relationships, which are the issues highlighted by the patients in this study and revealed as areas of difficulty by the nurses and physiotherapists. Discussion of these elements would enrich care staff's understanding of ethics and most likely enable them to work with more satisfaction and perhaps less stress and even fear of other people's customs and traditions.
Crigger et al. 28 articulated a global ethics for nursing of a world citizenship that called on nurses to evaluate critically any personal and culture-based beliefs and to foster a compassionate professionalism in nursing to nurture partnerships of mutual respect. To be able to do this would most likely demand some form of group or classroom education and discussion. The majority of the nurses and physiotherapists in our study wished for education about ethical transcultural issues, being aware that their own personal and culture-based beliefs and habits may interfere with their work. Only a minority group believed that these are so personal that education would not help.
The ICN Code stresses the need for nurses to respect human dignity and the uniqueness of each client, unrestricted by considerations of social or economic status, personal attributes or the nature of the health problem. Similarly, Davis and Aroskar 29 believe that respect for persons, beneficence and justice are basic ethical principles in nursing duties. The key points of a global evaluation of ethical implications seem to be an understanding of different cultures, autonomy, dignity, respect, empathy and constant communication. The role of health care professionals, ethical implications, and training should therefore be analysed in an integrative manner to determine best transcultural health care.
Ethical implications
Globalization is a modern cliché, but not a new phenomenon. 30 Modern technology and globalization have profoundly affected economic, political and social activities in every part of the world. Nursing is not immune to these developments. Nurses are employed in hugely diverse settings and most of them have either visited other countries or meet patients from other cultures. Changing social and professional structures mean that nurses can no longer be content to concentrate their care on only a few particular individuals in any one working day. They work increasingly in a mix of institutional and home care settings in which their duties include direct care, but also the education, support and management of patients and carers. In such diverse arenas the responsibilities of individual nurses and the profession become sharpened and have to be understood in a global sense. The ICN Code enjoins nurses to promote 'an environment in which the human rights, values, customs and spiritual beliefs of the individual, family and community are respected'. 3 In such an environment the principles of respect, beneficence and justice 29 are basic elements. Our findings indicate that some nurses and physiotherapists may not always have been willing to work towards and with these principles, especially when seeking to transfer patients to colleagues who they think may be more willing to work with certain patients than they themselves. We have no evidence that the health care professionals were negligent in their care or dismissive of patients, but this could be an interpretation of such an action. In this regard, the ICN Code requires that nurses share 'with society the responsibility for initiating and supporting action to meet the health and social needs of the public, in particular those of vulnerable populations'.
3 Rather than avoid the difficulties a transfer might suggest, an ethical stance would indicate that nurses have a responsibility to act to address what is clearly not a one-off situation, and work positively to alleviate the suffering of patients. In terms of ethics, the goal would be to overcome a personal hesitation or unwillingness to engage with circumstances and consider the wider issues. A language barrier is a real difficulty, and understanding the language needs of one individual epitomizes the same needs of many other people in similar circumstances. Seeing this need in terms of culture, community and society becomes a professional responsibility for promoting and restoring health, preventing further illness and, in general terms, alleviating suffering globally.
A professional responsibility brings with it accountability, that is, the ability to give an account of why certain actions were taken. Many companies and professions have in recent times been asked to be more accountable, not least in the political and financial sectors. This is not simply a hierarchical demand, but accountability to patients and colleagues is vital in health care, where often dozens of different types and levels of staff are concerned with patients. The fundamental responsibilities of promoting health, preventing illness, restoring health and alleviating suffering are applicable to all health professionals, not only nurses. An ethic of care enables these responsibilities to be carried out in one-to-one situations, and transcultural and multicultural understandings of ethics are able to show the responsibilities and accountabilities seen in a wider context. They represent movements from the singular to the plural as well as from the plural to the singular.
Limitations
This was a small study; it is therefore limited in its application. Although the Turkish patients were chosen randomly, some of the health care professionals were recruited on the basis of some personal contact, but still randomly. This type of selection yields more practical rather than scientific responses. However, our data correspond with a significant number of other studies' findings and the literature. A great deal of further work needs to be done in the area of ethical concerns in multicultural care.
Recommendations
• Effective communication between patients and health care providers is a critical element in quality health care, and to reach that quality of care is an ethical demand. Health care providers need the skills to explore the meaning of illness to determine patients' social and family contexts, and to provide patient-centred and culturally competent care.
• Misunderstandings as a result of language and cultural differences have knockon effects in wider society and health care systems. The role of family members who accompany patients during their health care is vital for basic communication that is respectful and ethically good. Truthful and informative communication and competent compliance with medical decisions are the cornerstones of care and need to be nurtured in all possible ways.
• In institutions where there is a large number of patients from a particular cultural tradition, such as Turkish people living in Germany, health care providers must educate themselves about the beliefs, values and practices of those patients, have competent translators available, and make use of mediators who can explain beliefs and habits. The mere fact that a person speaks the same language or comes from the same country or religion as the patient does not guarantee competence as a mediator.
• Simulation activities, cross-cultural communication exercises, immersion programmes and didactic materials may be recommended as powerful learning tools. Didactic materials covering perceptions of illness, patterns of kinship and decision making, and the use of touch, should be included in curricula for undergraduate nursing students or in multicultural training courses for students and experienced health professionals.
• Both small and large discussion groups of undergraduate health care students addressing aspects of ethics and multicultural and transcultural care are essential. Discussion about professional values, basic understanding of care and virtue ethics, and lectures and workshops led by nurse ethicists are of great value. For experienced staff the formats need to be adapted, bearing in mind that ethics is more readily learned than taught, and discussion is the ideal form of learning.
• Regular updating as part of continuing education, and offering opportunities for giving stimulating presentations to novice and experienced staff is not only for personal enhancement and interest, but is part of an institution's ethical commitment to society as a whole, and part of its contribution to the common good.
